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A recertification survey was condlicted from
Novenber 8, 2007 through November 9, 2007.
The survey was initiated using the fundamental
survey process. A random sample of two clients
were selected from aipopulation of four males
with various degrees of disabilities.
The findings of this survey were based on
observations at the group-home, two day
programs, interviews with clients &nd staff at both
the group home and day programs, review of
clinical and administrative records:to include the
| facility's unusual incident reports.ij
W 126 W26 \Wj|2.l

1 to do so to the extent

483.420(a)(4) PROTECTION OF CLIENTS
RIGHTS N

ol
i

The facility must ensure the rights of all clients.
Therefore, the facility must allow individual clients
to manage their finangial affairs arjd teach them
of their capabilities.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure the clients’
right to be taught to manage theirifinancial affairs
to the extent of their capabilities for 6ne of the two
clients in the sample. ((Client #2)

This Standard will be mekos
@,\)M\@ b‘b’l ‘

I i S ONRY Wil (WL & 0T
The finding includes: | o o\
b LOMGORAGNY TSIy oIy
Interview with Client #2 on November 8, 2007 at _ :
approximately 8:20 AM revealed that the client ' WW %%55)“%
receives a stipend for services performed at his C W X7,
day program. interview with the day program
staff on November 8, 2007 at 11:20 AM
confirmed that the client receives & stipend,
depending on his attendance.’ P
ABORATORY DIRECTOR'S OR PROWDER’{SUF’PLIER REI?RESENTA.TIVE'S SIGNATURE TITLE (X8) DATE
Wimey bnotin | bes {6

ny deficiency statement ending with an afsterisk M den:cfteﬁ a deficiency
her safeguards provide sufficient protection to the patigh
llowing the date of survay whether or no

ays following

ts. (See instructions.) Exce
a plan of correction is provided. For nursin
the date these documents are made availible to the facility. [f deficien
‘ogram participation. i

which the Institution may be excused from correcting providing it is determined that
pt for nursing homes, the findings stated above ara disclosable 90 days
g homes, the above findings and plans of correction are disclosable 14
cies are cited, an approved plan of correction is requisite lu conlinued
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W 126 | Continued From page 1 W128| \W 126 . Covnnuwed .
Interview with the Quahf ed Mental Retardation elep Lacena o
Professional (QMRP) ion November 8, 2007 at G‘N\V&u@ m?\\\ A e enex:
approximately 3:00 PM revealed that Client #2 'Ul)) > O o q i
had not received a comprehensnve} money O e OMnune S
management assessment that outliried his NS A Zo\n
current skills and spemf‘ ¢ needs in this area. Yo QASASY e N d \N:A\
Review of Client #2's Individual Support Plan Aeal EM)Q\“ od o
(ISP) dated June 22, 2007, at approximately 7:20 S0\ NS ONen,
PM on November 9, 2p07 confrmEd the QMRP's = AN
statement. There was no evidence that Client #2
was taught to manage his fmances to the extent @N.QJP WA ‘QTDQL(,\@, fiﬂw
| of his capability. } AN OS \(\eea n
W 156 | 483.420(d)(4) STAFF TREATMENT OF W156| onsuns Denrs (e glied
CLIENTS | ‘ o, OPPOTTN ity ‘o wmanage
The results of all investigations must be reported .\/\'\Q,\\r (‘)me\ Cirances.,
to the administrator oridesignated. tepresentative
or to other officials in dccordance with State law
within five working days of the mmdent W{ %
i e : ek
This STANDARD is not met as evidenced by: This Slandand W‘E\ be. m
Based on interview and record review, the facility oS e,u\c\e,ﬂcfe.A ‘DLI .
failed to ensure that the results of lhvestlgahons ) tod O.W 11707
were reported to the administrator- iofficials within & OMRY v\l eNSKe
five working days of thé incident for éne of the oot Vit SLY
two clients in the sample. (Clients #1) nodents 6 , epo ‘
The findings include; | } ; To Lot OQ\N\\(\\QWOV\O(
1. The facility's unusual incident ré Drts were .H\“-\ K‘(\\IQ V\\D“(_}d\@\ &D.U\S,
reviewed on November 8, 2007 at.:04 AM. An
incident dated July 11 '2007 mdlcatied that client [t Mmm\o&kw N Cﬂwm
#1 was observed bleedmg from his; head. The \\ b@, m \oiined
client was taken to the emergency:room treated W ‘C,\/\ a &\QM&M i
and released with a didgnosis of close head (e (ate VTS
injury. During the entrance conference with the l %\,@,a
Qualified Mental Retardatlon Professional
(QMRP) and house manager on thé same day
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1

revealed that the resylts of the fagility's
investigation revealed that the nurse had
assaulted the client. The nurse invalved in the

incident was terminatc!ed. 5

1I§DBOGR'AM w194 \A/1Q Y

received Calcium Carb with Vitamih D and
Certagen 4.18.250 tablet as nutritionjal
supplements. During dinner observations at 5:25
PM, Client #2 was observed to receive turkey
wings, string beans, stuffing, salad with light
dressing, canned peaches, diet icé/ tea and water.

W 194 | 483.430(c)(4) STAFF TRAINING.
Staff must be able to demonstra ;i e skills and . _ ¥
technigues necessary to implement the individual "'ﬂﬁm CEJundOVC( CK)(L‘ b,e’ md
program. plans for each client for whom they are 0% euldence '_(j -
responsible. o ‘
o Omep will proude.
This STANDARD s not met as evidenced by: C&CY_\i%(OV\ el AunNina 120707
Based on observation, staff interview and record each ovqan(,,
verification, the facility failed to demonstrate for all st
competency in Implementing clients feeding ersons meoUﬂf ne.
protocols for one of the two clients in the sample 17/ ] Yo ceoo\ v
(Client #2) : o
i @ QNRP/ House NArager
The finding includes: S Wi I continué Yo won
A |r€ﬂ*(
The facility failed to ensure staff displayed HENS TO\HC\Q A o
competency in implementing Clieft #5's diet O«N\d xﬁf’j& Q\(_ 0S V\Q@C\Wj
order. ;
; for amiCio further
Observations during the medication on November ENSUE adherence
8, 2007 at 8:55 AM, revealed that Client #2 the. meok p@bm\g )

According to the Client #2's feeding protocol
dated July 17, 2007 indicated that the client
should receive fresh fruit at both luhch and
dinner. :
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Continued From page 3 g
Inspection of the kitchien on November 9, 2007 at
10:00 AM revealed a bunch of bafianas.

Interview with the QMRP confirmed that the Client
#2 should receive fresh fruit durmg his dinner
meal. Review of the durrent physi¢ian orders on
November 8, 2007 at 1:00 PM confifmed that the.
client should receive fresh fruit W|th funch and
dinner. i 3
| g

There was no evidence that the fagility
implernented Chent#Z s feeding protocol
483.440(c)(4) INDIVIDUAL PROGRAM PLAN
The individual prograrh pian states] the specific
objectives necessary to meet the cllent's needs,
as identified by the comprehensive assessment
required by paragraph: (¢)(3) of thIS section.

l o

{ :E :

]
This STANDARD is not met as evidenced by:
Based on observatlon’ interview and record
review, the facility falled to ensure: that the
individual program plan (IPP) mcluciied objectives
to meet the client's needs for two of the two

clients in the sample. (Cllents #1 and #2).

The findings include: | i

| .
1. On November 8, 2007 at 7:55 AM, the
medication nurse was observed tg wash Client
#1's hand with hand sénltlzer The| cilent was
observed to punch medlcatsons from the bubble
pack with hand over hand assistani¢e. The
medication nurse was observed to pour the client
a cup of water and handed the cupito the client.
The client took the pll]g and drank the cup of
water. Interview with the LPN indi¢ated that the
client participates in a self medication program.

dl

W 194

W 227

W2z227
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.{ revealed the that Cllerht #2 bought’a cup of water

Continued From page 4

Review of Client #1's records on November 8,
2007 at 7:.00 PM revealed that thé client had a
self-medication assessment on July 30, 2007.
According to the assessment, the: cllent was not
recommended to partm:pate in a &elf-medication
program. Interview with the Qualifled Mental
Retardation Professional (QMRP) and further
record review on Novémber 8, 2067 at 8:00 PM
revealed Client #1's IPP on August 1, 2007.
Review of the plan and discussion! W|th the QMRP
failed to provide evidence of an objectlve written
to assist the client with acquiring Skills in the
domain of self-medlcatlon admlnlstratlon

2. Observation of theimorning medlcatlon
administration on November 8, 2007 at8:10 AM
to the medication areai The clientrequired hand
over hand assistance to punch the medications
from the bubble pack.! The LPN gave the client
the miedication cup and the client ocmplled with
taking his medication. | The client was then
observed to throw the: icup into the trash can.
Interview with the LPN indicated that the client
participates in a self medlcatlon program

|
Review of Client #2's records on November 8,
2007 at 7:00 PM reveéled the client had a
self-medication assessment on Apnl 1, 2007.
According to the asse$sment the: cllent was
recommended to participate in a self-medlcatlon
program. Interview with the Qualified Mental
Retardation Professional (QMRP):and further
record review on Novelmber 8, 2007 at 8:00 PM
revealed Client #2's IPP dated June 22, 2007,
Review of the plan and discussion with the QMRP
failed to provide evnderpce of an objectwe written
to assist the client with acquiring Skl”S in the

W 227
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domain of self-medication admini‘sfration
= @mw will review and

3. On November 8, 2p07 at 5:45 F‘M direct care

staff instructed Client #2 to go intd his bedroom P am O‘Dﬁdﬂ"ﬁ—

and change his clothes for the "Club". The client QE; need

was observed to go aid sit on his:bed. The direct

care staff was observed entering the client's 2Nl W,%Pmc_;es
bedroom and selecting a change o'f clothing. 2 flso m’bvf ® v (7-3
Interview with the direct care staff i‘ndicated that e W 22T ! g ’

the client required ass;stance to wear appropriate
clothing for the weather o

o
Review of Client #2's psychologlca] assessment
indicated that the was lable to dress himself but
required staff assistance to select: élpproprlate
outfits. Interview with the Quallfled Mental
Retardation Professional (QMRP).and further
record review on November 9, 2007 revealed that
the client failed to provide ev:dencé of an
objective written to assist the client with acquiring
skills in the domain of jndependenti dressing.
W 252 483.440(e)(1) PROGRAM DOCUMENTATION W 252 WZBL

Data relative to accomplishment ofJ the criteria D-'!7‘07
specified in client individual program plan onqow(/[

objectives must be documented in. measurable
terms. i Thwa ‘5\'&»’\(&&1‘& W\\\ e met
: _ 0% evience \*\ -

This STANDARD is not met as ewdenced by: QNP \}J‘l “ me\CUQ ded )ﬂ
Based on observation, 'staff mtervnew and record
Sttt ooy on detumenine)

review, the facility faned to ensure that each )
client's Individual Program Plan (IPP) objectives ONOL \mp\emgn}ah,w\ ot WnuvAus J"g
are documented consi§tently and accurately for -

orie of two clients in the sample. ((.?Il_ent #1) e \OL %(.L{)(JO(\' Q\CW\\S ‘

The finding includes: L
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Qbservations conducted on Noverhber 8. 2007 at QMEP/ House. NanQy ef v l\ tm\hnuﬁ
4:00 PM revealed Client #1 hitting: otkor A,QC&LW\ o ond gl
Manager in the chest.; At 4:07 PM; the client was | o (‘Jn\b\\’t 2c (@Q_ e \OQOP\-&
observed grabbing thé House Manger‘s sweater '\"D CurYher
in the chest area. At approxrrnately 5:45 PM, the o \T\Q)JAA{. *3\:\
client was overheard usmg ‘obscerie and Aok \S
derogatory language to House Mahager. Review encuce Mok Moe foren
of Client #1 Behavior Support F’Ian (BSP) dated Q,o\\e,cf*ﬁ& A\
April 21, 2007, on November 9, 2007 at ved \09) e P\‘l\ﬁ
apprommately 10:00 AM revealed {hat staff were [ Cls
to record target beha\/lors of aggréssion on the
Antecedent Behavior ConsequenCe (ABC) charts.
On November 9, 2007' at 10:10 AM, the review of
the data chart revealeg that Client #1 had a
behavior episode of usmg obsceng and
derogatory language. ; 'Review of the behavior
data failed to reflect the behavior observed on
November 8, 2007. There was ng: ewdence that
the data had been collected in accordance with
the BSP for the client, ‘Whlch was necessary for a
functional assessment of the client's progress.
W 336 | 483.460(c)(3)(iil) NURSING SERVICES w33 W3Sk
Nursing services must include, for those clients MC‘M’A \}5\\\ be—
certified as not needing a medical ¢are plan, a AQX\CQ& \ﬂ’b
review of their health status whlch rnust be on a ’ﬂ\@ 0 ©0
quarterly or more frequent basis dépendmg on
client need.
| |4 0T
ongol
This STANDARD is not met as evidenced by: &N TWMWVM{, Mpdﬂm { WV\GJ\'Wl ng le
Based on interview and record rewew the facility
failed to ensure that a health status was reviewed on NM\J\W\O\ 0ssesesRn,
by the nursing staff onla quarterly ormore
frequent basis for one of the two clrents in the .
sample. (Clients #2) .
The finding includes: |
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Review of Client #2's medical record revealed R
that her annual nursing assessment was Kmm Owdks will be W“W
completed on April 1,2007. Further review of the _
medical record revealed that the second quarter h) PW\W\M Unsart U)VW[)\AOIM-LQ
assessment was Incoi'npleted eltnough the WUW\ .\,\‘W\ ofom C)\UN& '
Registered Nurse signed the quarterly review.
W 356 | 483.460(g)}(2) COMPREHENSIVE[ DENTAL W 366
TREATMENT :—z
The facility must ensure comprehenswe dental W 55(4
treatment services that include dental care
needed for relief of paln and infections, -W\A.b %\'OJ\C\M\K& \M\u, ‘ﬂt mei
restoration of teeth, and malntenahce of dental : U?,é ‘0\)\
health. . ' 0S GINORW
|
| g
This STANDARD s rot met as ev:denced by:
Based on interview and record revlew the: facility MW\NN\({ M‘Mﬁf w)‘\,hl\uﬂ. h) :
failed to ensure comprehensuve treatment A0
services for the maintenance of dental health for %\M)W V? &M MW -4 \7
one of the two clients ‘n the sample (Client #2) MX\N OV‘OP Y\[,’
The finding includes: i | | W %?— VJ(,H M S(}\MUM
On November 8, 2007, Client #2 was observed “0\ 0 djw\}al W(\M el
wearing partial dentures. Review 6f the dental
consultation dated Se;ﬁtember 19, 2007 revealed PMW W 5ll W'
that the client needs scahng of remammg teeth. 0{}
The need for scaling had been ldentlfled ina
dental visit on December 21, 2006. There was no
evidence that the client recelved the:
recommended dental J:are since December 21,
2006. i
W 368 | 483.460(k)(1) DRUG ADMINISTRATION W 368 Wb(pg
. 21220]
The system for drug admmlstration must assure w O)/& \A)M bQ VM’B- o) Ln@cm&)
that all drugs are admlhlstered in c :mpliance with QUL bq t
the physician's orders !
!
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W 368 | Continued From page 8 W 368 \WW3L2
This STANDARD is fot met as videnced by: 2 Wm 124120
| Based on observatlon' staff interview and record a NW “‘}(’M' /Eﬁda/ onqom’zc,\
review, the facility failed to follow physician orders ,‘—mmtﬂq on odherne (v
for one of the two cliepts in the sample (Client
3) phwisicien ordeve .
: E 1 . ,
The finding includes: y 4 RN will whde‘ YUWhnﬁ m'fdmm
During the medication administratioh observation O.d MINS et on PCKQQCE e
on November 8, 2007 at 8:35 AM, Ohent #3 was .
observed rubbing Vanamrde 40% cream on his C'U:YW\M ensune @DTVUPMW
feet. At4:40 PM, during the evenihg medication ool Hada gmm AMA
observation, Chent#S' was observed rubbing
Vanamide 40% cream on his feet PM%WM OTOAS> ¢
Review of Client #3's current physu:lan orders on
November 8, 2007 at approxrmately 10:00 AM,
revealed an order for Vanamlde 40% cream to be
applied to both feet e\/ery day. -Lntérwew with the
nurse confirmed that the client should receive
Vanamide 40% crean to his feet, once a day.
W 379 483.460(1)(1) DRUG STORAGE AND warg| W379
RECORDKEEPING g
The facility must store| drugs under proper Thaa &\amc\(m\ \)\YM ‘QQ- vk o)
conditions of light. ; OJ\?\N)J\CP.A M ¢
o W0 07
This STANDARD is npt met as evidenced by: onQ,OMO\
Based on observation,; and staff intefview, the . .
facility failed to store drugs under proper W
conditions of light. ‘ W in '\’\/\9, Wduahm
The finding includes: MM* \(\QD \QQ_QN\ W\QM ’
On November 8, 2007/at 7:55 AM, the medication
nurse arrived in the fagility to administer the
morning medications. |When the nurse uniocked
IRM CM§-2567(02-98) Previous Versions Obsolete - : Event ID: HLN711 Facility iD: 09G129 If continuation sheet Page 9 of 13
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09G129 11/09/2007
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PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFI% | (EACH CORRECTIVE ACTION SHOULD BE  COMPLETION
TAG REGULATORY OR LSC |DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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L
W 379 e9 i -
Continued From pag | W 379 W 37q (‘})I’H‘U L :! .-

the medication cabinet there was no light in the

closet or in the room leadmg to the cioset a AL oume U\Wﬂﬂg’-&% W-PN'

On November 9, 2007 at approxmately 10:00 - oW 1mww\widq 1‘!) o
AM, the day nurse was asked to open the
medication cabinet. The day nursél opened the ) W\(_M}Y\)@W\ V(D
closed and again there was no Ilghtmsme the Condukun ok J(\!Me,g
closet.

W 383 | 483.460(1)(2) DRUG STORAGE ANID W 383

RECORDKEEPING

nly authorized persons may have access to the
keys to the drug storage area. ' | —W\)\D %‘ \ & UOb
i ek A GO0RANCed \OU\

This STANDARD is not met as e\zidenced by:

Based on observation and staff interview, the e :

facility failed to have oply authorized:persons T Qa " " \ao@d{ HLL W\ \D‘P’\

have access to the keys to the drug storage area, Lo m\mc‘(\ CCM’\ O‘Y\\\/ OY‘QP“"C)
i 1 ' WiZ ch

The finding includes: Q%&%ec&

<. A \:,’&\_, \5:'

\peanc) ubed

On November 8, 2007 at 7:55 AM the medication

nurse arrived to the facility to admim,ster the vio Vo \’Q‘ef QA
morning medications. | The medication nurse

retrieved a key from a binder labeled “Medication N\QCX\CCA 6’\‘\3}\:@ ore e}‘fg}
Administration Record! (MAR)" ona bookshelf in NSNS

the basement. The boIoksheIf stored both clinical ‘o \NLQO\\‘ o

and medical records for the clientsin the facility. \7\\&

The nurse then used the key and opened the
locked cabinet where the clients médications
were stored. The QMRP was mformed of the
location of the medication key. i

I

On November 9, 2007 :at apprommately 10:00
AM, the day nurse was asked to open the
medication cabinet. The day nurse, was observed
to retrieve a key from a binder Iabeled MAR on a
bookshelf in the basement. The bookshelf stored

IRM CMS-2567(02-99) Previous Versions Obsplele ‘ ~ Event ID;HLN711 Facility ID: 08G129 If continuation sheet Page 10 of 13
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W 383

W 436

Continued From page 10 a
both clinical and medifcal records fof the clients in
the facility. The nurse then used the key and
opened the locked cabinet where! the clients
medications were stored. [

483.470(g)(2) SPACE AND EQUIPMENT

The facility must furmsh maintain in good repair,
and teach clients to use and to make informed
choices about the use; of dentures i eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the,
interdisciplinary team as needed by the client.

This STANDARD is not met as evidenced by:
Based on observation, staff mterwéw and record
verification, the facmty to teach cllents to use
tolerate their eyeglasses for one of the two clients
included in the sample. (Client #2)

1

The finding includes: v

On November 8, 2007;at 7:55 AM, ithe medication
nurse indicated that Client #2 wore: prescription
eyeglasses. Interview|with the cliéntat 8:10 AM
indicated that his eyeg|asses were. in his
bedroom. The direct care staff directed the client
to retrieve them. The client did so. | The ¢lient
handed the eyeglasses to the staff and staff was
observed cleaning the cllent's eyeglasses

Review of the nursing i;nonthly notsdldated_
September 2007 indicated that the iclient needed
reminder to wear, clean and maintenance of
eyeglasses. S

According to the Individual Prograrﬁ Plan (IPP)
dated June 22, 2007 revealed no ewdence of a

W 383

W 438

WU

davd. will ke
m gw@eu\oeé\ \ouy

GOVER W, YN @ oundh buakualiL
O 25 needs I dhio g .

oM ik dentop & Coranal
RO dogeX e 0 heecled.,

Qi will [NOWM additioned,
sAnlC Hawxm 0% heeded

mawill P WP Yo ceflect
formall ob
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OO V\q
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W 436 | Continued From page!|11 iR W 436
training program in this domain. !
W 460 | 483.480(a)(1) FOOD AND NUTRIT!ON w 460 WH GO

SERVICES \

Each client must receIVe a nc’:unshqng,
well-balanced diet mclpdlng modtﬂed and
specially-prescribed diets. i

This STANDARD is n
Based on observation,
verification, the facility
diet for one of the two
(Client #2)

The finding includes:

The facility failed to ensure staff dléplayed

competency in implem
order.

Observations during th
8, 2007 at 8:55 AM, re

received Calcium Carb

Certagen 4.18.250 tab

supplements, During dinner observattons at5:25

PM, Client #2 was obs
wings, string beans, st

dressing, canned peaches, diet ice tea and water.

According to the Clientl#2's feedmg, protocol
dated July 17, 2007 indicated that the client
should receive fresh fruit at both Iunch and

dinner.

0
ot met as evidenced by:
staff intervi;efw and record
failed to provide modified
clients in the: sampla

1 EE

enting Client #5 s diet
e medicatiof-r on November
vealed that Glient #2

with Vitamin D and
at as nutritional

erved to rece;lve turkey
uffing, salad with light

[ .

i .
|

Inspection of the kitchen on November 9, 2007 at

10:00 AM revealed a b

interview with the QMRP confirmed! that the Client
#2 should receive fresn fruit during. h|s dinner

unch of bananas

Uandard i\l e
% oS eoden €A by

Reference rosporee do WIGH,

1207007
ongping
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W 460 | Continued From page 12 o W 460

meal. Review of the current physician orders on
November 8, 2007 at{1:00 PM corifirmed that the
client should receive fresh fruit with lunch and
dinner. ,

There was no evidence that the f;é\pijlity
implemented Client #2's feeding protocol.

!
3
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1000 INITIAL COMMENTS o 000
A re-licensure survey was conducit::elcfi from
Novenber 8, 2007 through Noveniber 9, 2007.
The survey was initiated using the fundamental
survey process. A random sample of two
residents were selected from a pdpulation of four
males with various degrees of disabilities.
The findings of this su}vey were b;aised on
observations at the group home, twa day
programs, interviews with resid_ent$ and staff at
both the group home and day programs, review
of clinical and adminis§rative records to include
the facility's unusual incident reports:
| 224| 3510.5(a) STAFF TRAINING 1224 t22.Y4
Each training programshall includ‘é, but not be BS1I0.5 CQ) .
limited to, the following: T e Stokyde will be mex as
8 eamden ceat g - ST
(@) Overview of mental retardatiort including, but Al erA % v U recewe adc\;;hm'tn(
not limited to, definition, causes of nental VWURLN O] &N over view Lce
retardation, associated health implications, and nento) vetordai o NE10.5 (i)
frequently used medicatians, the history of care 10, 5 Q,_,)
of individuals with mental retardation;, and daily E=RS
. T i [ »
living skills; ! | k : _WW.) g—o;:\'w\ﬁ Wi \ be mei“
This Statute is not met as evidenced by: 0s eadence \OU\ ’ .
Based on observation, staff intervigw and record ‘ 12.4.07
{e\{igw, the GHM%P {ajled tlz: etn?fu'_riefeffective GMee wi i\ Q*G\\ou& -up o oNQeING)
raining was provide to each staff.: - A . :
: ° P 'e 1 ensuxt Yook al\ ‘L—:HT%
The finding include:; ' : cecene od\&\\qov\cu\ PY(a
Review of the training i’ecords on fd_oVember 9, k€ CSUAALANANILCAN B o
2007, revealed that the GHMRP failed to provide , o~ AL
training in overview of mental retardation. c&m\mpm-ﬁ ‘ ALA
. % i Ap S vece e *IE?\V\ éﬁ
| 25| 3510.5(b) STAFF TRAINING 1225 ok Mhe ue  oF nire,
zalth Regulation Administration
W\ QJMLT\K:X/\ TP TITLE (X8) DATE
\BORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REP;_E ESENTATIVE'S SIGNATURE DRS )Z.MO 1

TATE FORM e

[
Pl

it
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1225| Continued From page| 1 iy 1225

Each training program shail includ a,-:but not be
limited to, the following: o

(b) Human development through mé life cycle
(birth to death); i i
This Statute is not met as ewdenced by:
Based on record revreW the GHMRF’ failed to
ensure effective tramlhg was provlde to each
staff. a

The finding includes:
Review of the training recards on chember 9,

2007 revealed that the GHMRP failed to provrde
training in Human Development. -

1229] 3510.5(f) STAFF TRAINING | | 1229 (229

. o 2510 « 5(F)
Each training program;shall include, but not be
limited to, the following: : T Stotule um\\ e mel

o 13 wtdmcec& U

() Specialty areas related to the GHMRP and the
residents to be served! iincluding, but:not limited
to, behavior management sexuaht ,.nutrition,

recreation, total communications, and assistive |

technologies; o ameP will ensiag Hhak sz& Ig.‘”tc'o'l

This Statute is not met as evid cdb | okpf ecew? ad Mmﬂq ™
1S dalule 15 not mel as eviaen '\‘(3 y: CO y

Based on review of training documents, the \-—p&? \’(D\t\’\“’ﬂ) on Commun

GHMRP failed to provide evidence to validate and assish e J'CC[’V\Werf— S,

staff training as indicated by residents' need.

The finding includes:

Home. Wamagph wild Lonkug
Review of the traini d N ber 9 @Wmﬂmquw
eview 0 & ramning records on November 9,
2007, the GHMRP failed to provide, training on upda:bt ahtf hramm(/) s
deds

communication and assistive technjques. e

1

zalth Regulation Administration R
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| 424 | Continued From page;2 1424
| 424 3521.5(a) HABILITATION AND TRAINING | 424 24y
25215 (o)

Each GHMRP shall make modlflcatlons to the
resident ' s program at least every 5|x (6) months
or when the client: oo
(a) Has successfully completed ar objective or
objectives identified in;the Individual Habilitation
Plan; : 'l :
This Statute is not met as evudencged by: T Stokude. w‘“ ke mex as
Based on observation, staff interview and record Q»\d@(\(li’f}‘ W
verification, the facility to teach residents to use
tolerate their eyeglasses for one ofi the two
residents included in the sample. (Remdent #2)
|

The finding includes: ; ; , ReQ_ “o%ﬂﬂ' | [’Lvlb\nﬂ _
On November 8, 2007 |at 7:55 AM, tHie medication defmist vepX WU B, ongmg

nurse indicated that Re5|dent #2 wears
prescription eyeglasses Interview Wath the
resident at 8:10 AM zndacated that hrs eyeglasses
were in his bedroom. The direct care staff
directed the resident to retrieve thém. The
resident did so. The resident handed the
eyeglasses to the staff and staff was observed
cleaning the resident’s eyeglasses

Review of the nursing monthly noted dated
September 2007 indicated that the resident
needs reminder to wedr, clean and! maintenance
of eyeglasses. o

According to the individual Program Plan (IPF)
dated June 22, 2007 révealed no evidence of a
| training program in this domain. 1
' | i
1 434) 3521.7(d) HABILITATION AND TRAINING | 434 1424

| 1 25201 (&)
The habilitation and training of residents by the
zalth Regulation Administration :
FATE FORM ; 859 HLN711 If continuation sheet 3 of 10
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1434

1 436

Continued From page 3

GHMRP shall include; when apprb_pfriate, but not
be limited to, the following areas: . i

(d) Dressing (lncludlnq purchasmg, selectlng, and
access to clothing); ;

This Statute is not met as evidenféeﬂ by:

Based on observation| staff interview and record
review, the facility failed to training:résidents in
the domain of selecting clothing for @ne of the two
residents in the sample. (Resrdent #2)

The finding includes _!

On November 8, 2007 at 5:45 PM, direct care
staff instructed Resident #2 to go lnto his
bedroom and change his clothes for the "Club".
The resident was observed to go and sit on his
bed. The direct care staff was obsetved entering
the resident's bedroom and selectmg a change of
clothing. Interview with the direct dare staff
indicated that the resident reqmres assistance to
wear appropriate clothmg for the weather

Review of Resident #2 S psychologlcal
assessment indicated that the is able to dress
himself but requires staff assistance to select
appropriate outfits. Inferview with ‘the Qualified
Mental Retardation Préfessnonal (QMRP) and
further record review or\ November; 8, 2007
revealed Resident #2's IPP dated June 22, 2007.
Review of the plan and discussion with the
QMRP failed to prowde evidence of an objective
written to assist the resident with a¢qumng skills
in the domain of independent dressmg

’ ¢

3521.7(f) HABILITATION AND TR&AI’NiNG

The habilitation and training of resi'dénts by the
GHMRP shall include, when appropriate, but not

1434

t 436

L Conunsasde «

Rokerence.
Deloumcy

W22

)
&521. 7

reponse, ‘o tederal
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‘2]
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be limited to, the following areas: .

(f) Health care (including skills refated to nutrition,
use and self-administration of medlcatlon first
aid, care and use of prlosthetlc and: orthotic
dev1ces preventive health care, ahd safety);

This Statute is not met as evudenced by:
Based on abservation, interview and record
review, the GHMRP failed to ensure the

habilitation and training of resident:s in the domain |

of nutrition and self medication.

The finding includes: i
1. The facility failed to ensure staff displayed
competency in implementing Resndent #5's diet

order. o

a, Observations during the medlcqtlon on
November 8, 2007 at 8:55 AM, revealed that
Resident #2 received Calcuum Carb with Vitamin
D and Certagen 4.18. 250 tablet as'nutntlonal
supplements. During dinner obser\[/atlons at 5:25
PM, the resident was observed tofeceive turkey
wings, string beans, stbe ing, salad with light
dressing, canned peaohes diet |ce tea and water.

According to the Resndent #2's feedlng protocol
dated July 17, 2007 indicated that: the resident
should receive fresh frlit at both Iunch and
dinner. g b

Inspection of the kltchén on November 9, 2007 at
10:00 AM revealed no levidence of any fresh
fruits. Interview with tHe QMRP confirmed that
the Resident #2 should receive fresh fruit during
his dinner meal. Review of the cufrent physician
orders on November 8, 2007 at 1:00 PM
confirmed that the resident should receive fresh
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Continued From page 5
fruit with lunch and dinner.

There was no evidence that the facility
implemented Resident #2's feedir‘lg protocol.

2. The GHMRP failed to train Residents to
administer their medications. ;; :

a. Observation of the!morning médication
administration on November 8, 2007 at 7:55 AM,
the medication nurse washed Resident#1 s hand
with hand sanitizer. The residentiwas observed
to punch to medications from the Bubble pack
with hand over hand qssnstance The medication
nurse was observed to pour the résident a cup of
water and handed the|cup to the résident. The
client took the pills and drank the cup of water.
Interview with the LPN indicated that the resident
participates in a self medlcatlon pT’ogram

Review of Resnient#1 's records an November 8,
2007 at 7:00 PM revealed the client's
Self-Medication Assessment dated July 30, 2007.
According to the assessment the; resndent was
not recommended to participate In a
self-medication progr:-.'\m but recommendations
for the client to participate in the self
administration or his oral medication at the
maximum level of partlt:lpatlon like getting "his
own fluid to take medication; pick. up the cup from
the table or from the nurse; to swallow medication
independently; throw émpty medlcatlon cup in the
trash and take the empty cup to the kitchen."
Specific goals and corresponding: program
objectives was not doéumented ofi the
assessment. Interwew with the Qualified Mental
Retardation Professropal (QMRPY and further
record review on November 8, 2007 at 8:00 PM
revealed Resident #1's IPP dated August 1,

1 436
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QMRP failed to provide evidence of an objective
written to assist the resident with acquiring skills
in the domain of self- rnedlcat:on adrnlnlstratlon

I T x 1
b. Observation of the morning médication
administration on Novprnber 8, 20(57 at 8:10 AM
revealed the that Resident #2 bou_ght acup of
water to the medlcatlo'n area. Theiresident
required hand over hand assistangeto punch the
medications from the bubble pack The LPN
gave the resident the rnedlcatlon cup and the
resident complied WIth taking his medication.
The rasident was then observed to throw the cup
into the trash can. ln{erwew with' the LPN
indicated that the resmient partlmpates in a self
medication program. !
Review of Resident #2 s records en November 8,
2007 at 7:00 PM revealed the resident's
Self-Medication Assessment dated April 1, 2007.
According to the assessment the reS|dent was
recommended to partlcmate ina self-medlcahon
program, but the specuflc goal and corresponding
program objective was not documented on the
assessment. Interview with the QMRP and
further record review on November 8, 2007 at
8:00 PM revealed Remdent #2's IPP dated June
22, 2007. Review of the plan and’ discussion with
the QMRP failed to provide evidente of an
objective written to assist the resident with
acquiring skills in the domain of sélf—medlcation
administration, i

3. The facility failed efisure resideé 1ts were

trained to administer their own medications. (See
W227) R
3521.7(m) HABILITATION AND T?RA|N|NG

The habilitation and training of resments by the

1 436
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This Statute is not met as evidenced by: Thay Stasude ot be;
Based on observation; staff interview and record o) ok 0% eut dence
review, the facility failed to follow phySICJan orders , 2. 12:07
for one of the two residents in the’ sample \DU\ - eNOP Nt
(Resident #3) ces
: l _ Relference- v CSF
The finding includes: o i ; \e> w 2e5,

During the medication administraﬂon observation M”(f{b U M h Wy I}
on November 8, 2007 at 8:35 AM, Resident #3 VWU (},U}O MM/
was observed rubbungNanamlde 40% cream an m\V\W\D\ WWIW\D ho Y‘@PO\X_

his feet. At 4:40 PM, during the evenlng
medication observation, Resident #3 was W\’(’,C’\A.la/\\ hgg {0

observed rubbing Vanamide 40% | crearn on his

fest i - pscubtng phyeician.

Review of Resident #3's current physman orders
on November 8, 2007 at approxumétely 10:00 AM,
revealed an order for Vanamlde 40% cream to be
applied to both feet every day. lnterwew with the
nurse canfirmed that the resident should receive

Vanamide 40% cream: to his fee’( once a day.
I h
| 483] 3522.10 MEDICATIONS g | 483 IHB%
Each medicat hllib t e 3522 (W0
ach medication shall be stored uhder proper -
conditions of light and temperature as indicated Ty Skhude wilk be wet o
on its label. .
i ! o] '0

This Statute is not met as evidenced by: ” [0 7

or\cjomq

Based on observation,and staff interview, the
facility failed to store drugs under praper W‘pﬁu NsPpee o M
conditions of light. o | DQ/WM P ok, W3T9

The finding includes: i
On November 8, 2007 jat 7:55 AM, the medication
nurse arrived in the faaility to administer the
morning medications. When the nurse unlocked
2alth Regulation Administration !
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the medication cabinet there was njo:fight in the
closet or in the room lﬁ,ading to the c‘.loset
On November g, 20071 at approxmately 10:00
AM, the day nurse waé asked to open the
medication cabinet. The day nurse opened the
closed and again theré was no Ilght msnde the
closet. i
| :alth Regulation Administration
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Surve-y Period

From: 11/8/07
To: 11/9/07

Provider Name IDI . . Provider Number: 09G129
Provider Address 3112 Walnut St., NE I
Names Functional Level | Core Add- | Client Identifiers
On
Elliot James Mild X LI #1
Alvin Lofton Moderate i ] #2
William O. Jackson Moderate L Ll #3
| William H. Jackson Moderate OJ O #4
i ] L]
O L]
| |
[ Ll
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. lG()V}::RN_flfu‘EN,T‘ OF THE DISTRICT OF COLUMBIA

Department of Health
_ I8 * * *
Heslth Regulation 5 } -

SENT via FACSIMILE and US MAIL

November 26, 2007

Ron Raghunandan :
CEO/CFO o
Individual Development, Inc.
1420 N Street, NW Suite 9
Washington, DC 20005

RE: 3112 Walnut Street, NE

b

Dear Mr. Raghunand%m‘

You will find enclosed a Statement of Deficiencies reports for federal certification and licensure.
The reports enumerate deﬁclencws found as a result of the survey conducted on November 9,
2007. You are requlred to respond to each deficiency. Although a reasonable period of time may
be allowed for actual correction.of these deficiencies, it is imperative that your plan be signed with
a specific date for anticipated cor“npletmn and returned to this office prior to December 6, 2007,
Since these reports are subject to public disclosure, it is necessary that the responses be indicated
on the original forms:(and not or an attachment, except if submitting a copy of a policy change).

: “Corr " ig not an gc cgged reply. The plan MUST also include the following.

*  What corrective actlon(s) will be accomplished for those residents found to have
been affected byithe deﬁclent practice;

. How you will 1dent1fy other residents havmg the potential to be affected by the same
deficient practice and what correctlve action will be taken;

. What measures will bé put into place or what systemic changes you will make to
ensure that the deficxent practlce does not recur; and

. How the coii'rectlve a¢._ tlpn(s) _'will be monitored to ensure the deficient practice will
not recur, i.e., what quality assurance program will be implemented.

PLEASE NOTE: Plans of Correctxon not adhering to the above requirements will not be
considered acceptable Also, failure to submit acceptable plans, within the specified time frame,
MAY result in the loss of Medwald reimbursement.

!
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~If you have any questionsor coricems regarding the above, please contact Ms. Sheila Pannell,
Supervisory Health Service ngram Specialist, Intermediate Care Facilities Division on (202)

442-5888. o
g
| ¥
Smcerely, i
Patricia W. VanBuren - '
Program Manager A
Enclosures '
cc: Medical Assistance A(i:[?,n%linistration
Department on Disability Services
i
.

825 North Capifol Street, NE, 2 Floor, Washington, D.C. (202) 442-5888 - FAX (202) 442-9430
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